The delivery of cancer services is primarily hospital-based; however, General Practitioners (GPs) have a key role to play within the context of a multidisciplinary model of care. In order to fulfi ll their role in cancer care GPs must receive complete and timely information from appropriate members of the hospital team. The aim of this study was to investigate perceptions of the quality, format and timeliness of the patient information GPs receive from a multidisciplinary hospital-based lung cancer team, and elicit how communication between the team and the GP could be improved. Data were collected using semi-structured interviews with a representative sample (n=22) of members of the hospital team and a sample of GPs (n=8). A grounded theory approach was used to categorise the data. Most communications with GPs were from medical offi cers; however, GPs desired information from all health professional groups in the hospital-based lung cancer team. Most GPs were dissatisfi ed with the timing of communication. A multidisciplinary discharge summary was suggested as a means of providing both clinical and social information from the team to the GP. Further developments in electronic health records could improve access to patient information by GPs. Results from this study illustrate the need for GPs to receive information from all members of the multidisciplinary hospital team so that they may fulfi ll their diverse role in supporting patients through all phases of the cancer journey.
Introduction
The recommended model for the delivery of cancer care is a multidisciplinary approach (National Breast Cancer Centre 1995; Department of Health 2000) with care largely delivered by a team of health professionals located in a hospital setting. The hospital team comprises medical officers, nurses and allied health professionals; however, the patient's General Practitioner (GP) is also viewed as being an essential part of this multidisciplinary team (National Breast Cancer Centre 1995; Victorian Government Department of Human Resources 2000) .
It is important to understand the role of GPs in cancer care because only then can their information needs be established. Mitchell (2008) describes the role of GPs in cancer diagnosis, particularly early detection including the explanation of the probable diagnosis, investigations, treatment and in making appropriate referrals for the patient. He recommends that GPs should play a far greater role in organising patients' tests prior to discussion of the case at the hospital-based Multidisciplinary Team (MDT) Meeting and also suggests GPs should be involved in the MDT Meeting (Mitchell 2008) . During the treatment phase of cancer GPs may be responsible for prechemotherapy checks and surveillance for, and treatment of, chemotherapy side effects (Mitchell 2008 ). Long-term follow-up will also fall to GPs in palliative and end-of-life care (Mitchell 2008) . Weller and Harris (2008) stress the important role for GPs in the management of patients with cancer given the increasing burden of cancer, with one in three men and one in four women expected to be diagnosed with cancer by the age of 75 years, and because of the need to expand and diversify the workforce of health professionals able to care for these patients. The role of GPs in cancer care as described by Mitchell (2008) , is supported by a number of researchers (Farquhar et al. 2002; Farquhar et al. 2005; Anvik, Holtedahl & Mikalsen 2006; Hickner et al. 2007; McAvoy 2007; Hanks, Veitch & Harris 2008; Weller & Harris 2008; Aubin et al. 2011) . However, while some are clear about the role of GPs in cancer care others claim that their role is not clearly defined in any guidelines (Holmberg 2005) . A lack of clarity around their role may make it difficult for some GPs to articulate their information needs.
A number of studies cite a lack of information as being an inhibitor to GPs in fulfilling their role in managing patients with cancer (Harding 1987; Wood 1993; Farquhar et al. 2002; Farquhar et al. 2005; Hanks, Veitch & Harris 2008) . Harris and Harris (2006) state that communication between hospital-based services and GPs is one of the four challenges facing general practice in Australia. The key form of communication of patient information from hospitals to GPs is the specialist Research letter and the discharge summary. The specialist letter is described as having a different purpose at different times in the patient journey and therefore consideration should be given to the content, form and timeliness of the letter (Hill & Millar 1988) . Harding (1987) reports on poor discharge communications from the hospital as being due to 'a lack of understanding by hospital staff about the role of GPs in the continuing care of patients ' (p. 495) .
The aim of this study was to investigate perceptions of the quality, format and timeliness of patient information that GPs receive from the multidisciplinary hospital-based lung cancer team, and how the communication between the team and the GP could be improved. Studies by Tattersall et al. (1995) , and McConnell, Butow and Tattersall (1999) have examined the content of information exchanged within the context of cancer care. While these studies included GPs, they focused on doctor-to-doctor communication and did not explore communication in a multidisciplinary care setting. A survey by Rowlands, Callen and Westbrook (2010) explored GPs (n=242) information needs in relation to from whom, what, when and how GPs would like to receive information from a multidisciplinary hospitalbased lung cancer team. However, this qualitative study focused solely on the perspective of the GP and not from the viewpoint of members of the hospital-based cancercare team (Rowlands, Callen & Westbrook 2010) . There is a dearth of literature on the information needs of GPs within the context of multidisciplinary cancer care. Our study is an exploration, using qualitative methods, of perceptions from multiple viewpoints, that is from members of a hospital-based cancer care team and from GPs, aimed at providing new information about whether the information needs of GPs were being met.
Method

Design and research setting
We used a qualitative design with in-depth interviews with members of a multidisciplinary hospital-based lung cancer care team and the hospitals' associated GPs to gain an understanding of how patient information is communicated from the team to the GP and how the communication could be improved. This study forms part of a larger mixed-methods study exploring communication and information flow within a multidisciplinary hospital-based lung cancer team and between the team and the patient's GP. Qualitative research methods were used as we aimed to explore in-depth, perceptions of health professionals (Denzin & Lincoln 1988) . The use of in-depth, naturalistic qualitative exploration of issues in healthcare is recommended by other researchers (Kaplan & Duchon 1988; Greenhalgh & Taylor 1997; Neergaard et al. 2009 ). The research was conducted in an Australian public teaching hospital and the associated Division of General Practice servicing a catchment population of 210,000 (Australian Bureau of Statistics 2006).
Selection and sampling logic
The study hospital, which was located in regional Australia and the associated Division of General Practice were chosen based on convenience. The lead researcher (SR) worked in the study hospital as a Health Information Manager. This provided some measure of objectivity as she was not a member of the lung cancer team nor did she belong to any professional group represented in the study. The lung cancer team in the hospital consisted of 42 health professionals including medical officers (medical oncologist, radiation oncologist, respiratory physician, thoracic surgeon, palliative care physician, pathologist and radiologist), nurses and allied health professionals (dietitian, pharmacist, psychologist, social worker). A convenience sample of lung cancer team health professionals (n=22) was interviewed. The availability of the team members and the need to represent all professional groups were the primary criteria for inclusion in the sample. Team members were approached face-to-face, by telephone and by email requesting their participation in the study. The sample of GPs interviewed was selected from a population of 43 who had referred patients to the study hospital for the management of lung cancer between February 2008 and April 2008. The selection of the study population of GPs who had referred lung cancer patients to the study hospital was made on the basis that a higher response rate was more likely when the GP had a link to the study site rather than using random selection (Heywood et al. 1995) . A request to participate in the study was sent to the 43 GPs by the Division of General Practice. Of these, 10 GPs initially agreed to be interviewed, however, availability ensured arrangements for interviews were finally made with eight GPs (n=8). A review of the eight GP interviews was undertaken by the lead researcher (SR) and as the themes were consistent across the eight interviews, with no new data emerging, it was determined that saturation had been reached and therefore no attempt was made recruit additional GPs.
Data collection
A single researcher (SR) undertook all interviews that were taped and guided by a standard set of questions (Table 1 ). The questions asked of the hospital team members were adapted after the fourth interview was conducted due to the emergence of information previously not considered, relating to professional role and hierarchy. Those previously interviewed were re-interviewed to gain their responses to the new question. The interviews aimed to elicit information flow related to patient care between hospital lung cancer team members and GPs and how these communications might be improved.
Prior to each interview the researcher outlined the aim of the study and each participant was given a copy of the study information sheet and participant consent form. Probing techniques were used during the interviews including the use of affirmations and directive probes. All Research probing was spontaneous and in direct response to the information provided by the participant with the aim of gaining an in-depth exploration of information flows from the team to the GP.
Data analysis
The interview tapes were transcribed and analysis was undertaken using a grounded theory approach (Glaser & Strauss 1967) to derive categories. The constant comparative method of grounded theory analysis meant that data were repeatedly studied and analysed. Categories were generated from this line-by-line analysis and re-analysis that was inductive, allowing development of broader categories and relationships rather than themes being imposed prior to data collection. A memo document including codes, field notes and reflections during data collection and analysis was maintained by the lead researcher (SR). Trustworthiness of the data was enhanced by triangulation of data analysis (Willms & Johnson 1993) with five researchers analysing the data: the lead researcher (SR) and four research assistants. Themes arising from the data were discussed between all five and where differences arose a consensus approach was used with the lead researcher (SR) making the final decision. The lead researcher (SR) also sought clarification from the original participants if required.
Ethics
Ethics approval for the study was obtained from the Human Research Ethics Committee of the study hospital and The University of Sydney, New South Wales.
Results
Demographics of participants
Twenty-two members of the hospital-based multidisciplinary lung cancer team were interviewed. The sample represented a cross-section of the disciplines and roles within the multidisciplinary team including eight medical officers, nine nurses and five allied health professionals (see Table 2 ). The profile of the eight GPs who were interviewed is presented in Table 3 . (ii) Content and timeliness of communication with
GPs is variable
The majority of GPs were happy with the quality of the information provided; however, there were both positive and negative responses to questions related to the quality of information. For example, one GP described the communication as 'good' but added that it did not contain enough detail and was of variable quality. As one GP stated, 'I just want information that tells me what's wrong, what's going on, what's changed and what's planned … you sometimes get that; you sometimes don't' (GP7). One GP considered that the quality of communications related to the author, and if a junior medical officer with limited experience was the author then the quality tended to be of a lower standard. The same GP considered that the quality of communication was influenced by the length of time patients were being treated by the multidisciplinary hospital-based lung cancer team and if there was a change in treatment modality, the inference being that if the patient was treated for an extended period of time or their treatment was changed from one modality to another (e.g. chemotherapy to radiotherapy), the quality of the communication deteriorated. In the latter case, when the treatment modality changed, GPs described the communication as occurring between the specialists treating the patient, with GPs excluded from communications.
The majority of GPs described dissatisfaction with the timing of communication, with one GP describing it as a 'chronic dysfunctional area'. One GP displayed insight into the system, recognising that communication may be delayed by hospital procedures (such as the typing of the specialist letter) rather than by delays from the medical officer. Three of the eight GPs were happy with the timing but this may be related to low expectations, as one GP described the receipt of communications within two weeks as being 'pretty fast'. However, the same GP also indicated that he sometimes had to make a telephone call to have information faxed through during a patient consultation. Who was communicating was described by a number of GPs as influencing the speed of communications. For example, delays in the receipt of discharge summaries were reported when the junior medical officer was responsible. A number of GPs identified problems ensuing as a result of the tardy receipt of information including the inability to respond to patients' questions and relying upon patients to relay relevant information to the GP. One GP gave an example of deficient information and his scepticism in relation to the story provided to him by a patient due to the patient's medical history -'he had a brain tumour removed and had radiation and his memory and recollection wasn't at all clear and he'd 
(i) Primarily medical offi cers communicate with GPs
Medical officers were the key professionals from the hospital who communicated with GPs. The nurses reported limited or no communication with GPs as they thought that this was not part of their role. In the cases where nurses did communicate with the GPs, the nurses were members of the palliative care service. The cancer care coordinator also communicated with GPs but in an administrative capacity and on behalf of the MDT Meeting. The MDT Meeting is the forum where the patient management plan is developed. The MDT Meeting is held weekly with all health professional groups on the multidisciplinary team represented at the meeting. Allied health professionals did not communicate with GPs at all. The pharmacist indicated that they had little need to communicate with GPs and if so it was to obtain information from GPs rather than to provide information. The pathologist and radiologist reported no communication with GPs. All other medical officers communicated with GPs. The majority of medical officers had little knowledge of whether the allied health professionals communicated with GPs and there were varying opinions among the medical officers as to whether this should occur. Allied health professionals did not know if medical officers communicated information regarding allied health interventions to GPs, but considered if they did so it would be extremely limited, for example, simply stating that the patient had been seen by a dietitian. The GPs confirmed the perceptions of members of the hospital team and reported the majority of communica-Research been to see me, it must have been five to six days after he'd already been seen up there (the hospital) … going on about all this and I am thinking -ah -is it his memory or brain damage or whatever because there was no letter at this stage'.
Several GPs summed up the current communication favourably; 'In general terms I think it works pretty well most of the time' (GP 2)' and; 'My overall impression is that if you'd asked me these questions three years ago it would have been bad, bad, bad, bad -now it's certainly much better than it was' (GP 7). Another GP noted that GPs get used to working within the system, where they work around its limitations as they feel they have limited ability to change the system.
Quotes from the interviews with the members of the multidisciplinary hospital-based lung cancer team and the GPs in relation to Theme 1 are presented in Table 4 . When describing what information members of the hospital team thought the GPs needed, some health professionals described information that they would provide based on their discipline or specialty. The psychologist listed social and psychological issues and the medical officers focused on information pertaining to their role in patient care only. One medical officer thought that information that would be provided from allied health would be peripheral. In contrast the nursing staff and some allied health professionals described information from all disciplines. For example, the social worker listed investigation results, treatment plans and the management of symptoms as the key information which they thought GPs needed. The collective input from all disciplines resulted in an extensive list of categories of information that GPs need, including: investigations; diagnosis; intent of treatment; response to dietary information; drug interactions with chemotherapy; and follow-up including what was expected of the GP. GPs were considered central to good patient care and therefore an holistic approach to communication to enable patient care was considered essential. Some members of the hospital team thought GPs themselves may have varying information needs dependent upon their involvement with the patient and their clinical practice. However, it was also stated by a number of members of the multidisciplinary hospital-based lung cancer team that the GP was ultimately responsible for the patient and therefore the detail must be sufficient to enable ongoing care. As a nurse from the hospital- my decision whether they they've progressed with their disease or they stayed stable … I also do rely on the residents and the registrar to do that for me -to communicate in terms of the discharge letter' (Clinical Nurse Consultant -Oncology) 'Not unless I get an enquiry from a GP' (Dietitian) 'You might ring them up if you're concerned but you don't send any sort of discharge summary' (Social Worker) 'I mean I am not averse to communicating we just don't have myself a formal written process' (Social Worker) 'To my knowledge there have been a couple of occasions where sometimes the medical oncologist will make a note in their letter where they will say -that the patient has been seeing their psychologist' (Clinical Psychologist) '… but I am assuming that it would be the doctors role to keep the GPs informed' (Pharmacist) 'I would suspect that the GP is very well aware of how their patients are coping psychologically. They're seeing the patient more often than what we are' (Clinical Psychologist) 'Mainly the specialists communicating with us through letters which we receive or don't receive … medical oncologists mostly we communicate with' (GP 5) 'Sometimes I communicate with the nursing staff in palliative care' (GP) '… a clinic where they have a few specialists … multidisciplinary clinic and sometimes you'll hear from the nurse that is sort of in charge of that team or group will write a letter back. Quite often there will also be the doctor in charge of the case will write back to you letting you know what happened in that case as well' (GP 6)
Content and timeliness of communication with GPs is variable
'It's just it's so variable that's the problem' (GP 1) 'The quality is usually quite alright' (GP 2) '… you know it does change, certainly I have seen that change and it also depends on who's seeing the patient at that specifi c period in time. I think the initial reports are normally quite good because these patients are normally either hospitalised to have bronchoscopies, biopsies and all these sort of things which is normally quite will documented … if they go from radiotherapy to chemotherapy or vice versa or after surgery in just in that sort of period we I think the GP gets left out of the loop. I think the specialists tend to communicate with each other and we get a copy if we are lucky' (GP The information that GPs stated they needed varied; however, it could be described as holistic, encompassing both the social and the clinical needs of the patient. GPs described information requirements including: diagnosis; prognosis; treatment; medications (including changes); side-effects of chemotherapy; social and any home issues. GPs also requested information that clearly defined their responsibility in patient management, for example inpatient follow-up post discharge from hospital.
(ii) Who should communicate with GPs?
All GPs stated that they would like to receive information from health professionals other than medical officers, in particular allied health professionals. The general consensus was that information from all members of the team involved in patient care would be valuable to receive, with one GP suggesting that this would also assist in getting to know who was involved with the patient. One GP indicated he was unsure of whom to contact if he required further information. Several GPs indicated they would like to develop closer links or be more involved with the team, whereas another GP indicated this might be difficult due to differences in the interest levels of GPs. GPs considered that the treatment of patients with lung cancer primarily rested with the multidisciplinary hospital-based lung cancer team; however, they indicated their role included assisting patients in decision-making, responding to patient questions, deciphering information for patients, assessing the holistic needs of patients, trouble-shooting and continuity of care.
Interestingly a number of nurses and allied health professionals considered that GPs were not missing out by not receiving communications from them. Nurses indicated that if they were to communicate with GPs it could be duplicating information provided by the medical officers.
(iii) When should communication occur?
There was a general lack of awareness, particularly by allied health professionals, about what communication was actually occurring from the hospital team to the GP. The development of communication guidelines were suggested which should include when communication should occur and by whom.
There was no agreement on the timing of communications by the GPs interviewed. Examples of responses included: every time a patient is seen; same day; when the patient finishes treatment; at important milestones and as per the current format which is following the MDT Meeting; following an outpatient appointment, or at discharge.
The timeliness, that is, the time between patient encounter and the receipt of information regarding the encounter (from the hospital), was seen as needing improvement by all health professionals on the multidisciplinary hospital-based lung cancer team. The use of technology in the form of an electronic health record (EHR) was suggested as a possible solution to improving timeliness as an EHR facilitates communications between general practice and hospitals and allows access to the health record by multiple clinicians at the same time.
(iv) Methods of communication
There was conjecture amongst nurses about whether or not a patient-held record would improve two-way communication with GPs. An EHR and a problem oriented (POMR) approach to health record management were also suggested by some members of the hospital team. The use of standardised assessment tools and a multidisciplinary discharge summary was recommended by nurses and allied health professionals. The use of standard assessment tools by both the team and the GP were considered essential, particularly within the context of palliative care, so that patients were being evaluated using an evidence-based tool and therefore when communicating there was no misinterpretation of the patient's status.
Suggested improvements in oral communication including the inclusion of the GPs in the MDT Meeting were recommended by all disciplines on the hospital team. However, the opinions varied about the practical aspects of GP participation in the meeting; for example the timing of the meeting, the value that may or may not be added to the decision-making process, and whether or not GPs would have an interest in attending.
Quotes from the interviews with the members of the multidisciplinary hospital-based lung cancer team and the GPs in relation to Theme 2 are presented in Table V .
Discussion
Our study found that GPs are primarily receiving information from hospital medical officers; however, they have a desire to receive information from all health professionals on the multidisciplinary hospital-based lung cancer team. The quality of the information received was described as variable, and the timeliness of information was poor resulting in the information needs of GPs in supporting their patients with lung cancer not being met. Our study also identified the level of experience of the medical officer as being a factor contributing to the quality of communications from the hospital team to the GP. Members of the hospital-based lung cancer team supported the desire by GPs for information that assists in their diverse role in cancer management. A multidisciplinary discharge summary was recommended as a mechanism for supporting multidisciplinary communications from the hospital team to the GP. It was suggested that further developments in electronic health records could improve GPs' access to patient information and facilitate the creation of multidisciplinary discharge summaries. This research provides insights into the disconnect between the information needs of GPs and the flow of information from the hospital-based lung cancer team. '… not having active intensive treatment then the GP probably has a much larger role in terms of helping to organise their palliative care in the community' (Respiratory Physician) 'I mean the GPs that have no interest would need a summary regardless because the patient's still going to turn up with their day to day illnesses and it's very important the GP knows they are still having chemo to be obviously aware of the possible interactions. They need to be aware that they are perhaps being planned for radiotherapy or other interventional type things so that they can be part of the decision-making process' (Palliative Care Physician) 'I guess also which we probably don't do enough I guess the other peripheral issues that we've talked about about the other allied health support you know any social or nutritional or psychological impacts of their disease but that's often glossed over and not covered in depths in terms of correspondence directly with the practitioner' (Medical Oncologist) 'About those issues that I am dealing with … so that patients aren't given confl icting information' (Dietitian) 'I think that it's not just about keeping the patient out of hospital it's for the patient's well-being while they're not in under our eyes. Obviously with the chemotherapy for example could be once every three months over a six month period there's a lot of things happening in their lives which are not just cancer, their blood pressure needs to be monitored or their diabetes or whatever else, we can oversee that but we are not responsible for everything … I think the GP needs to be informed about what we are doing because ultimately he is responsible for the patient' (Nursing Unit Manager -Oncology) 'So I'm sort of -the more information we get the better it is for us' (GP 1) '… I just want information that tells me what's wrong, what's going on, what's been changed and what's planned' (GP 7) '… if it's something that is pretty critical to their care it would be good (when asked whether they would like to receive information from allied health professionals) … you know particularly if they're having -you know the social and the home type problems always a bit of a worry with the cancer patients. So -no -that'd be good' (GP 8)
Research
Who should communicate with GPs 'Of course -yes -because with this kind of patient sometimes because their diet's so poor because they are so nauseous all the time (Response when asked about communication with the dietitian) (GP 4) 'It is probably not a bad idea because obviously these people deal with them equally and especially in the team arrangement …So it would be useful to get something' (Response when asked about receiving information from practitioners other than medical offi cers) (GP 5) 'I mean if there is a coordinator and there's a team … perhaps the way to get that information out is in one letter but if it's a team situation then the components of that team care or the interventions that make up that team care ought to be detailed in that communication' (GP 7)
When should communication occur?
''I think the doctors need to fi nd out really quickly what's happening with the patient even if it's something quite scant initially' (Research Nurse) '… some form of communication after every cycle of chemo' (Clinical Nurse -Oncology) 'And it's also simple things like the GP's don't actually know that the patients have fi nished their treatment until they might turn up. So we have identifi ed areas in the whole treatment that we want to get recognised, communication points if you like along the journey' (Cancer Care Coordinator) 'I think the timeliness is an important thing' (Clinical Nurse Consultant -Oncology) 'I would think more frequent letters -I think there should be a letter after every consultation no matter how brief the letter is' (Research Nurse) 'In palliative care or oncology care I think that information needs to be going the same day that's the thing' (GP 2) 'At the moment they usually write us a letter every time they see the patient in outpatients and we get a letter when they've been in the hospital but they don't write to us every time they have the chemo or the radium … the present format seems quite good -if there is any change we like to to hear about it' (GP 8) 'I think it should happen every time there is a -certainly every time there is a change … I think there should be exception reporting' (GP 7) 'Things that we should be on the look out for -that would help us in our job for sure' (GP 8) 'Of course because several times especially with cases like this they are very worried, they don't know what happened, the doctor doesn't talk to them and they tell us 'oh we've seen the doctor today or yesterday or whatever' and then they come here and say 'did you already get a letter', of course we didn't get a letter and of course they've very worried and we call but it takes a lot of time really' (GP 4) 'I think sometimes especially through the chemotherapy path when the patients are really getting quite ill and their decisions on whether to continue or not really get questioned of us somewhat if the side-effects are quite nasty. Sometimes we fi nd ourselves in a diffi cult position without being able to get some feedback usually directly from the oncologist as to what we are meant to be looking at, do you really think this is worth it in this particular patient or am I just sort of a bleeding heart saying that you know -gee you look crook do you really think this is worth it' (GP 6)
Methods of communication 'Well I think it would be good if patients had their own record … their own little booklet that perhaps we could write in that belonged to them that if they went to the GP they could say look this is what has happened the last two times they've been in for chemo or if they go into emergency they can show them look this is what's going on. And it would have in there the precautions that need to be taken' (Clinical Nurse -Oncology) '… some form of handover from my service and whilst I say that, they don't at this point in time' (Dietitian, Lines 331 -332) 'I think a telephone call would be great -but when I phone doctors I know I just get the feeling that they're really busy -and then they're hardly listening because they have got someone in the room with them and they're on the patient that they are looking at so there mind is not on it. So I think I think that makes it really hard, so may be e-mail' (Clinical Nurse -Palliative Care)
Our study showed that communication from the multidisciplinary hospital-based lung cancer team was primarily from medical officers and therefore the clinical, as opposed to social, information needs of GPs were being met. Studies reviewing the content of communications between hospitals and community doctors have supported the desire by GPs to receive information with a clinical focus (Stalhammar et al. 1998; Solomon, Maxwell & Hopkins 1995; Tattersall et al. 1995; McConnell, Butow & Tattersal 1999) . In their study assessing the importance of information in a discharge summary, Solomon, Maxwell and Hopkins (1995) found clinical information including medications, significant investigation results, and follow-up arrangements, were ranked highest in order of importance by GPs.
As current communication from the hospital team to GPs is primarily from medical officers there could be gaps in relation to social information provided to GPs. Social information is defined by Finau (1986) as the information provided to patients and their relatives about their illness including: side effects of treatment; rehabilitation; prognosis; role of the family; and the effect of the illness on employment. A number of studies report social information as being critical to the information needs of GPs (Calman & Murdoch 1974; Bado & Williams 1984; Young et al. 1985; Finau 1985; Adams et al. 1993; McConnell, Butow & Tattersall 1999) . Calman and Murdoch (1974) compared the documentation in health records against letters received from a hospital general surgical unit by GPs. In 50% (n=50) of cases a social report was documented in a patient's health record; however, in no cases was this information included in the letter sent to the patients' GP (Calman & Murdoch 1974) . In our study, the rationale provided by one member of the hospital team for not communicating social information to GPs was that they already knew this information. However, Calman & Murdoch (1974) considered this assumption unjustified and that GPs may have wished to make comments, particularly in relation to the home situation for terminally ill patients. In a review of discharge forms and hospital summaries, Finau (1986) found that social information had been omitted in 98.1% and 94.7% of cases respectively. Finau (1986) described social information as being essential for GPs to place the illness in the context of the patient's environment to enable an holistic approach to patient care.
Our results also identified that communication processes within the team differed from what would be considered usual practice in healthcare. In contrast to referrals being made directly to an allied health professional from a GP (a discharge letter would be prepared), the allied health professionals on the team were not communicating with GPs. Nor did the allied health professionals believe that indirect communication regarding their role in patient management was being communicated to GPs. This finding illustrates the limited importance placed by the multidisciplinary hospital-based lung cancer team on information flow from allied health professionals to GPs. Role clarity, that is an established understanding of each professions role on the team, is also a problem for these health professionals who would normally provide feedback to GPs.
The reported failure by the hospital cancer team in our study to communicate with GPs in a timely fashion is impacting on the ability of GPs to adequately fulfill their role. However, relying on patients as the source of information was also considered a risk. Prior studies have reported delays in receipt of communications from hospitals to GPs and demonstrated that if the information is not timely it is of limited value to GPs (Calman & Murdoch 1974; Long & Atkins 1974; Mageean 1986; Harding 1987; Adams, Bristol & Poskitt 1993; Bolton et al. 1998; van der Kam et al. 1998; Farquhar et al. 2002; Farquhar et al. 2005) . In their study of GPs management of patients with a palliative diagnosis of lung or colorectal cancer, Farquhar et al (2002) reported that in 26% of cases (n=185) either no information was received or it was received too late to be useful. The variable perceptions of GPs in relation to the quality of information received from the hospital may stem from the limited capacity of GPs to evaluate the content of communications within the context of a multidisciplinary cancer care model. As GPs have not previously received information from the multidisciplinary cancer care team they, therefore, have limited experience of the involvement of non-medical health professionals in service delivery and they cannot accurately evaluate whether the information is complete.
Results from our study identified support for a multidisciplinary discharge summary, including both clinical and social information, to be completed by the multidisciplinary hospital-based lung cancer team. However,
SUB-THEMES QUOTES FROM THE INTERVIEWS
Methods of communication continued
'It's the ideal way to do it but in the reality what you're asking … practitioners to actually attend by teleconference which isn't such an impossible thing to achieve but it's actually tying them down to be there at a specifi c time and the multidisciplinary team actually being able to include that person at that time. I would believe from my own experience that the majority of GPs don't feel that they would have much to offer for a number of reasons. One would be that they don't feel that they have the expertise to be involved which I think is false -I think they're the people that know their patients the best and all the special circumstances and could add some value to it' (Palliative Care Physician) 'And again it they took part in case review -now I know because of their clinic times that's going to be diffi cult' (Nurse Unit Manager -Palliative Care) 'I think we would have to have face-to-face meetings on a fairly regular basis and I think perhaps if we develop a plan of care for each patient that went home' (Nursing Unit Manager -Oncology) 'I would say time wise I would need more resources if I was hoping to do some sort of discharge summary to the GP on every case' (Dietitian)
Research participants in our study identified barriers of a logistical nature in coordinating the completion of the summary. Tripathy (2003) supports this finding, describing issues associated with access to the health record. A number of studies have looked at the value of electronic discharge summaries in improving information flow between hospitals and community physicians (Alderton & Callen 2007; Callen, Alderton & McIntosh 2008; Callen, McIntosh & Li 2010) . Further developments in the implementation of an EHR, enabling simultaneous access to the health record by multiple users within the lung cancer team, will assist in overcoming access issues and facilitate the creation of multidisciplinary discharge summaries. The implementation of an EHR could also allow GPs to access the EHR directly via an electronic portal from the patient's own EHR or electronic personal health record (PHR).
Limitations of the study
Data were collected from one hospital and the catchment area of one Division of General Practice and this should be taken into account when generalising results to other hospitals and GPs. The sample of GPs was small (n=8) and drawn from those who had referred patients to the study hospital for management of their lung cancer (n=43), and therefore care should be taken in generalising the results.
Future research
This study provided new insights into the information needs of GPs; however, it also provided numerous pointers to areas where further research needs to be undertaken. For example, further studies into how to facilitate the transfer of information between GPs and hospitals using electronic media, and evaluation of existing tools, such as electronic discharge summaries is needed. The concept of a multidisciplinary discharge summary in cancer care has received little attention in the research literature and our study has recommended that this type of discharge summary could improve communication with GPs regarding care of patients with lung cancer. Evaluations of multidisciplinary discharge summaries from various clinical areas need to be undertaken. While the impact of poor communication on patient safety has been a topic of studies by others, it is important to investigate the impact of poor communication within the context of multidisciplinary care, where communication is integral to effective team performance. A study comparing the 'essential' information documented within the health record and whether this information is subsequently communicated to the GP via the proposed multidisciplinary discharge summary would establish the level of possible risk to patient safety.
Conclusion
This is the first study that has examined multidisciplinary communication between GPs and a hospital based lung cancer care team. This study describes the information needs of GPs within the context of their role in the management of patients with lung cancer. It reveals that the dominance by medical officers on the multidisciplinary hospital-based lung cancer team in communicating with GPs reduced the scope of information relayed to GPs and also the extent to which other health professionals are aware of, or could contribute to, the information provided. Clinical information alone is no longer meeting the information needs of the GP and in order to fulfill their role in holistic management of patients with lung cancer the GP requires communication from all members of the team.
